Background: Female genital mutilation (FGM) is internationally recognized as a violation of human rights. Though rarely discussed, FGM is prevalent, affecting hundreds of millions of females worldwide. Objectives: We believe that is important for plastic surgeons to be informed and prepared to address the surgical and emotional needs of these women. We present our experience on treatment of women subjected to FGM. Methods: Three consecutive patients were treated by our clitoral restoration procedure. The procedure involves conscious sedation and involves wide release of scar tissue around the labia majora and clitoris. Labial flaps are elevated and secured down to the periosteum and the clitoris is allowed to remucosalize. Results: Three females with grade II mutilation were treated. The average age was 32.3-years-old and the average follow up was 305 days. All patients self-reported improved sexual function and decreased embarrassment with their partners. And all recommended the treatment to other women subjected to FGM. Conclusions: FGM is a violation of the basic rights of women and children. Plastic surgeons can help these women restore their physical and psychological sense of well-being by providing effective reconstructive options. Our goal is to raise awareness of this problem and describe a simple yet effective treatment for women that have been subject to FGM.
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The World Health Organization (WHO) defines female genital mutilation (FGM) as any procedure that intentionally alters or causes injury to female genital organs for nonmedical reasons with no health benefit. 1 At least 200 million girls and women across 30 countries have been subjected to FGM resulting in a global health concern that has gained increasing media coverage. The procedure is often performed by the female child's caregiver to promote female premarital virginity and marital fidelity by suppressing women's sexual pleasure and sometimes urogynecological functions. 1 Internationally, FGM has been viewed as a violation of human and children's rights, and discrimination against women. Despite these objections, it is estimated that more than 3 million girls per year continue be at risk for FGM. [1] [2] [3] The damage resulting from this practice has been categorized into 4 general classes by the WHO: type I: partial or total removal of the clitoris and/or the prepuce (clitoridectomy); type II: partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (excision); type III: narrowing of the vaginal orifice with creation of a covering seal by cutting and appositioning the labia minora and/or the labia majora, with or without excision of the clitoris (infibulation); and type IV: all other harmful procedures to the female genitalia for nonmedical purposes, for example: pricking, piercing, incising, scraping, and cauterization. 4 Our expertise was recently requested by a small cohort of women that emigrated from Sierra Leone who were subject to FGM as young children. All of them are married, and their husbands unaware that they had undergone FGM. These women were embarrassed that they were subject to this procedure, in particular since their relocation to the United States, and they wished to know whether there are any surgical options available to them to make them look and feel more normal. All were able to have intercourse without pleasure, typically with pain, and some were able to have children via vaginal delivery. None of them permitted their partners to see their vaginal area. Our search of the international medical literature revealed very little on the technical reconstructive options for FGM and their surgical and psychological outcomes. Consequently, we utilized basic reconstructive principles to attempt to restore the normal appearance and function of the vaginal area ( Figure 1 ) in these women and herein present our preliminary experience.
METHODS
Three consecutive patients with history of female genital mutilation were surgically treated by the senior author between April 2015 and December 2016 and their experiences were retrospectively reviewed. All surgeries were performed under written and informed consent. Because this work represents a retrospective analysis of 3 patients, it qualifies as a medical case report under the University of Pennsylvania Institutional Review Board (IRB) guidelines and is thus exempt from our institution's IRB approval.
The clitoral restoration procedure was performed under conscious sedation in an outpatient surgery center with the patients positioned in lithotomy stirrups. The vaginal region was inspected externally and internally to confirm the mutilation class and finalize the surgical plan. All 3 patients were found to suffer from type II mutilation. After local anesthetic was infiltrated, the scar tissue and webbing between the labia majora was sharply released in a circumferential manner around the clitoris to allow visualization of the urethral meatus, without removal of the scar tissue that was utilized for elevation of the labia majora flaps for closure. The dissection proceeded from superficial to deep until the entire residual palpable clitoris was released down to the pubic bone (Figure 2A ). The labia majora were rolled medially and sutured to the periosteum in a two-layer fashion using 3-0 PDS and 4-0 chromic sutures to avoid readherence of the labia to one another ( Figure 2B) . The clitoris or its remnant, which is normally a mucosalized structure, was not grafted but left raw to permit it to remucosalize on its own in order to prevent excessive scarring and optimize return of sensation. As such, in order to prevent readherence of the clitoris to surrounding structures during remucosalization, the clitoris was covered with a sutured nonstick dressing (Xeroform petroleum dressing) that was fixed to its base with 4-0 chromic sutures. The patient was instructed to apply a 50%/50% mixture of 5% lidocaine ointment and antibiotic ointment to the dressing a minimum of twice a day for both pain control as well as to prevent readherence to the labia majora during healing. Once remucosalization was complete, the patient could cease ointment application. The nonstick dressing was left in place until the sutures dissolved and allowed to fall off.
RESULTS
Our experience consists of a total of 3 females with an average age of 32.3 years (range, 30-33.8 years) and average follow up of 305 days (range, 73-446 days). All suffered from type II mutilation, missing most of their labia minora and some portion of the clitoris. Patients reported tenderness for 2 to 4 weeks postoperatively, until remucosalization of the clitoris was complete. Because the clitoris is naturally covered by a mucosal surface that typically regenerates on it's own during healing, the clitoris was not grafted but rather permitted to remucosalize on its own, as is the case for other mucosalized anatomical structures. Its raw surface required protection during the healing process, as the site is exquisitely tender and subject to readherence to surrounding structures prior to complete remucosalization. This requires patients to comply with a (minimum of) twice-daily ointment application to the site. One patient suffered unilateral readherence due to noncompliance with the postoperative regimen, requiring partial release of the left labia majora that readhered to the left lateral clitoral stalk. All patients self-reported improved sexual function and decreased embarrassment with their partners, despite a lengthy and sensitive recovery. All recommended the treatment to other women subjected to FGM (Figures 3-4) .
DISCUSSION
FGM is the cultural ritual performed in parts of Africa, Middle East, and Asia that is intended to cause injury to the female genital organs. It is performed between the first week of life and adolescence by the child's female caregiver to encourage female sexual fidelity by disrupting the external structures (largely the clitoris) responsible for physical pleasure during sexual activities. FGM can have long-term consequences including severe pain, posttraumatic stress disorder (PTSD), cysts, neuromas, fetal demise, dysmenorrhea, recurrent infections, and death. 1, 2 The growing concern of the FGM violation of basic human rights has resulted in a global response calling for its termination. In 1982, Sweden banned all forms of female circumcision, followed by the United Kingdom in 1985. 5, 6 In 1993, France was the first nation to prosecute 30 families with child abuse for performing FGM on their children. 7 And in 2008, the WHO along, with 9 other United Nations member states, passed a resolution on the elimination of FGM that was laterally adopted by the UN General Assembly in December 2012. 1 This topic has led to a larger debate over how a society should deal immigrant customs that it finds objectionable. 2, 7 We argue here that plastic surgeons should employ their knowledge of key reconstructive principles to play a key and positive role in the treatment of these women who are increasingly searching for treatments to lead a more normal life. Currently, there is no published literature regarding reconstructive management of FGM. We believe that our early experience with surgical management of FGM can provide a straightforward, short, and effective approach to improve the lives for women who have suffered from FGM as well as to increase awareness of this sensitive, but important, topic.
The women subjected to FGM that seek reconstruction presented to our office without family members or their spouses out of fear of humiliation and shame. 2 It is important that we support these women and encourage them to bring their spouses during these visits, for optimizing their surgical recovery, sexual rehabilitation, and overall psychosurgical outcomes. The surgery is not technically demanding and all plastic surgeons should be able to offer this reconstructive option to FGM victims. We have observed an incredibly transformative response in our patients who have undergone reconstruction, though the long-term outcomes have yet to be assessed. Prospective analyses of large cohorts of women will be required to assess the technique described here and other reconstructive techniques for more severe classes of FGM to optimize functional and psychological outcomes for these patients.
CONCLUSION
Female genital mutilation is a violation of the basic rights of women and children. As nations attempt to eradicate this ingrained tradition, plastic surgeons can help these women restore their physical and psychological sense of well-being by providing effective reconstructive options. Our goal is to raise awareness of this problem and describe a simple yet effective treatment for women that have been subject to FGM.
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